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A NEW METHOD OF MEASURING FRONTAL PLANE FEMORAL SHAFT
CURVATURE PROVIDES PRELIMINARY DATA ON AN ASSOCIATION
BETWEEN FEMORAL SHAPE, WEIGHT, AND THE DIFFERENCE
BETWEEN ANATOMIC AND MECHANICAL ALIGNMENT IN KNEES
WITH, OR AT RISK OF DEVELOPING OSTEOARTHRITIS
D. Wu y, F. Liu z, J.A. Lynch z, X. Li z, B.L. Wise x, N.E. Lane x. yUniv. of
California, Berkeley, Berkeley, CA, USA; zUniv. of California, San
Francisco, San Francisco, CA, USA; xUniv. of California, Davis, Davis, CA,
USA
Purpose: Knee osteoarthritis (OA) is a leading cause of disability in
older patients. Knee alignment and body mass index (BMI) are two risk
factors for progressive knee OA. Combined effects of BMI and alignment
may increase the risk of progression. Femur and tibia curvature may be
associated with BMI and knee alignment, but the correlations are not
well understood. In this study, we investigate the frontal plane femoral
shaft curvatures of individuals from the Osteoarthritis Initiative (OAI)
with large HKA and FTA disagreements and the relationships between
curvature, BMI, and knee OA.
Methods: 30 full limb radiographs, HKA angle, and FTA angle data were
obtained from the OAI database. The eligible limbs were selected from
three different groups. The extreme groups were deﬁned as the limbs
with greatest positive HKA-FTA values and the greatest negative HKA-
FTA values. The average group was deﬁned as the limbs with HKA-FTA
values closest to the mean average HKA-FTA value in all eligible limbs.
Whole femur shapes were segmented from the full limb radiographs
using Livewire computer assistance. The bowing of the femur was
measured and calculated using the curvature of the femoral shaft using
shape skeletons standardized along the femoral shaft lengths and
approximated using 3rd degree polynomial ﬁts. The curvature values of
the curve of the femoral shaft were measured at 10 evenly spaced
points. The mean curvatures and rate of mean change in curvature
(from proximal to distal end) of each femoral shaft was examined linear
regression with the parameters of age, weight, height, HKA, and HKA-
FTA.
Results: The mean (standard deviations) of the HKA-FTA differences
were -1.3 (1.2) in the negative difference group, 4.1 (1.3) in the
average group, and 10.2 (2.2) in the positive group. The mean
curvatures were 0.28 (0.26), -0.04 (0.27), and -0.19 (0.2) mm-1 and
the mean changes in curvature (mm-1/shaft length) were 1.6 (1.0), 1.4
(0.9), and 0.9 (1.1) in the negative, average, and positive HKA-FTA
difference groups respectively. BMI, weight, HKA, and HKA-FTA were
signiﬁcantly correlated with mean curvature (p < 0.05). BMI, weight
and height were correlated with mean change in curvature. Age was
not correlated to either mean curvature or change in curvature. In
linear regressions weight and HKA were signiﬁcant predictors of
mean curvature in models without HKA-FTA, but only HKA-FTA was
signiﬁcant after inclusion as a predictor (p < 0.05). For mean change
in curvature, weight alone was signiﬁcant in models with and
without HKA-FTA.
Conclusions: Our study introduced a method of measuring femoral
curvature in the coronal plane, and explored the associations to weight/
BMI. In investigating possible correlations with other demographic data
of the subjects, we found that the approximate change of the curvature
of the femoral shaft had strong independent correlations with weight
and HKA-FTA difference. Weight and HKA-FTA differences were also
found to be independently correlated to mean curvature. Our study
suggests that weight is associated with variations in femoral shaft
curvature. Both HKA and FTA, which measure aspects of femoral shape,
are correlated to geometrical properties of the femur such as curvature.
It is not clear if curvature changes with knee osteoarthritis progression,
or if it plays a role in the interaction between BMI and knee alignmentMetabolic parameters associated with Prevalent Hand OA
Characteristics No Hand OA
(n ¼ 140)
Percentage of No Han
OA Group
Gender Male 43 30.7%
Race White 115 82.1%
Diabetes 10 7.1%
Hypertension 90 64.3%
Dyslipidemia 35 25%on risk. Sagittal plane femoral curvature is shown to impact the
mechanical loads of the knee, but few studies focus on coronal plane
curvature. Our data suggests that both alignment (either HKA or FTA)
and weight are associated with femoral curvature and that the differ-
ence between HKA and FTA may be an important part of that associa-
tion. The link with weight and curvature needs further investigation to
determine the nature of the association.
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CROSS-SECTIONAL ASSOCIATION OF METABOLIC SYNDROME AND
ABDOMINAL ADIPOSITY WITH HAND OSTEOARTHRITIS: RESULTS
FROM THE OSTEOARTHRITIS INITIATIVE
C.B. Eaton y, M. Roberts z, B. Lu x, G. Lo k, J.B. Driban{, T.E. McAlindon{.
yMem. Hosp. of RI and Warren Alpert Med. Sch. of Brown Univ., Pawtucket,
RI, USA; zMem. Hosp. of RI, Pawtucket, RI, USA; xBrigham and Women’s
Hosp., Boston, MA, USA; kBaylor Coll. of Med., Houston, TX, USA; { Tufts
Med. Ctr., Boston, MA, USA
Purpose: Previous research suggests that the risk of hand OA is doubled
in obese individuals, an association more plausibly attributable to sys-
temic factors than the mechanical effect of joint overload. Indeed,
recent epidemiological and clinical data indicate that metabolic syn-
drome rather than obesity has the greatest impact on the initiation and
severity of OA, but these studies have focused on knee osteoarthritis.
We tested whether metabolic syndrome or abdominal adiposity both
associated with insulin resistance and inﬂammation are associated with
hand OA in a cross-sectional analysis.
Methods: A convenience sample from the Osteoarthritis Initiative
had a single hand xray for each participant from the baseline visit
read by two trained readers for osteophytes at the DIP, PIP, and MCP
joints. Osteophytes on at least two joints on two different ﬁngers
deﬁned hand OA. Metabolic syndrome was deﬁned as presence of
3 of the following: Abdominal adiposity, diabetes, dyslipidemia,
hypertension. Hypertension was deﬁned by blood pressure >¼ 140
/90 or self-reported diagnosis of hypertension and medication for
hypertension; dyslipidemia was deﬁned as being on statin or ﬁbrate
medications. Gender speciﬁc cutpoints of waist circumference of >40
inches in men and >35 inches in females deﬁned abdominal
adiposity. Diabetes was deﬁned by self-report and use of anti-dia-
betic medications. T-test and chi-square tests were performed
comparing those with hand OA to those without. A test for trend for
the number of categories of metabolic syndrome was performed. We
performed logistic regression with the presence of metabolic syn-
drome as a dichotomous predictor variable and the outcome of hand
OA and abdominal adiposity adjusting for BMI as continuous variable
as a predictor and hand OA as the outcome.
Results: Of the 212 OAI participants who had hand x-rays evaluated, 72
(34%) had prevalent hand OA. Participants with hand OAwere older, less
physically active, but did not differ in BMI, waist circumference, or
hypertension compared to participants without hand OA. Of those with
metabolic syndrome, 33.3% had hand OA compared to 20.7% of those
without, OR¼ 1.91, 95% CI 1.01–3.62. Participants with dyslipidemia and
abdominal adiposity showed a borderline signiﬁcant increased preva-
lence of hand OA (p < .10). However after adjusting for BMI, abdominal
adiposity was signiﬁcantly associated with hand OA (OR ¼ 3.23, 1.01–
10.2).
Conclusion: In this cross-sectional analysis of individuals with knee
osteoarthritis or at high risk for knee OA, hand OAwas highly prevalent,
and associated with metabolic syndrome and abdominal adiposity after
adjusting for BMI. Further research on the role of systemic pathways
associated with metabolic syndrome may uncover strategies for pre-
vention and therapeutic targets for hand OA.d Hand OA
(n ¼ 72)
Percentage of Hand
OA Group
P-value P-value for
linear Trend
20 27.8% 0.658
60 83.3% 0.408
10 13.9% 0.112
49 68.1% 0.584
26 36.1% 0.091
(continued )
Characteristics No Hand OA
(n ¼ 140)
Percentage of No Hand
OA Group
Hand OA
(n ¼ 72)
Percentage of Hand
OA Group
P-value P-value for
linear Trend
Waist Circumference > 40inches
in men, >35 inches in women
122 87.1% 68 94.4% 0.099
Knee KL grade >¼2 139 99.3% 69 95.8% 0.372
Cigarette Smoking Current 59 42.1% 34 47.2% 0.676
Metabolic Syndrome
2 or more metabolic factors
90 64.3% 55 76.4% 0.073
Metabolic Syndrome
3 or more metabolic factors
29 20.7% 24 33.3% 0.044
Metabolic Syndrome Score 0–1 2 3–4 506129 35.7%43.6%20.7% 173124 23.6%43.1%33.3% 0.073 0.023
BMI (Mean, SD) 29.7 (4.8) 29.2 (3.8) 0.424
Age (mean, SD) 59.75 (8.01) 68.11 (6.63) <0.001
Physical Activity PASE (Mean, SD) 168.63 (86.78) 131.54 (72.54) 0.002
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UK TEMPORAL TRENDS FOR TIME FROM DIAGNOSIS OF HIP/KNEE
OSTEOARTHRITIS TO JOINT REPLACEMENT
D.J. Culliford y,z, A. Judge z,x, D. Prieto-Alhambra z, C. Cooper x,z,
N.K. Arden z,x. yUniv. of Southampton, Southampton, United Kingdom;
zUniv. of Oxford, Oxford, United Kingdom; xMRC Lifecourse
Epidemiology Unit, Southampton, United Kingdom
Purpose: To produce UK population-based estimates of elapsed time
from ﬁrst diagnosis of hip/knee osteoarthritis (OA) to primary sur-
gery for those undergoing total joint replacement (TJR) of the hip
(THR) or knee (TKR). These gender-speciﬁc estimates will compare
results for hip and knee using annual summary statistics over a 20
year period.
Methods: We used data from the General Practice Research Database
(GPRD) containing all the computerised records of 6.25m patients, and
representative of the population of the UK. We collected data on all
THRs (N ¼ 20,739) and TKRs (N ¼ 21,715) performed between 1991 and
2010 which also have a reliable prior diagnosis of site-speciﬁc OA. The
distribution of diagnosis-to-TJR time was skewed so we used a log
transformation before comparisons using t tests. As a sensitivity we
used Mann-Whitney tests on untransformed time-to-TJR. Plots com-
paring median diagnosis-to-TJR time for hip and knee, male and female
and younger and older subjects were produced for the 20-year study
period.
Results: Median diagnosis-to-TJR time was 15.5 months (interquartile
range[IQR] 6.7–41.3) for hip, and 38.3 (IQR: 13.7–96.1) for knee over the
entire study period. Overall, and for each individual calendar year
between 1991 and 2006, the timewas signiﬁcantly less for hips than for
knees (p < 0.0001 for all years) when using log time in t tests. Gender-
speciﬁc tests gave similar results (women: p< 0.0001 for all years, men:
p<0.0001 for 1995 onwards). The same tests, but using Mann-Whitney
on untransformed time-to-TJR, also produced a consistent strength and
direction of association with women p < 0.0001 for all years except
1991 (p ¼ 0.0018) and 1993 (p ¼ 0.0002), and men (p < 0.0001 for 1995
onwards). Median time-to-TJR for men was similar to that for women,
both for hips (women 15.0 months; men 16.3) and knees (women 36.9;
men 40.3). However, we did ﬁnd that for both hips and knees, subjects
aged less than 65 at OA diagnosis had a signiﬁcantly greater time-to-TJR
than those aged 65 or over, but we did not ﬁnd any differences in time-
to-TJR when comparing obese (body mass index >¼ 30) to non-obese
subjects.
Conclusions: Using population-based data, we have described
the temporal proﬁle of the time between diagnosis of hip/knee OA
and subsequent TJR. Limitations include the fact that no data on
disease severity at diagnosis was available. Also we did not
account for other interventions which might delay eventual TJR,
but it is suggested that these factors are unlikely to have a dra-
matic effect on the differences in time-to-TJR between hip and
knee.374
DISJOINTED? ASSESSING THE COMPARABILITY OF HIP
REPLACEMENT REGISTRIES TO IMPROVE THE MONITORING OF
OUTCOMES
S. Lacny y, E. Bohm z, G. Hawker x, J. Powell y, D.A. Marshall y. yUniv. of
Calgary, Calgary, AB, Canada; zUniv. of Manitoba, Winnipeg, MB,
Canada; xUniv. of Toronto, Toronto, ON, Canada
Purpose: Joint replacement surgery is a common treatment for severe
osteoarthritis (OA). The rising prevalence of OA has contributed to
increased volumes of joint replacements being performed worldwide.
With a variety of joint replacement techniques and prostheses available
on the market, evaluating the safety, effectiveness, and quality of joint
replacements has become critical from both clinical and healthcare
system perspectives. Joint replacement registries (JRRs) have become
an important source for monitoring, comparing, and improving joint
replacement outcomes. A main focus of recently developed interna-
tional registry organizations, including the International Society of
Arthroplasty Registers (ISAR) and International Consortium of Ortho-
paedic Registries, has been to encourage collaborations between JRRs to
improve evaluation and better understand variability in joint replace-
ment outcomes. However, differences in deﬁnitions and methods of
analysis and reporting of important outcomes, such as revisions rates
and patient-reported outcome measures (PROMs), limit the ability to
make meaningful comparisons across JRRs. Our objective was to assess
the comparability of JRR data by examining the deﬁnitions, analyses,
and outcomes reported by established hip JRRs.
Methods: To ensure high-quality hip JRRs were included, we identiﬁed
full (national JRRs with over 80% national validated data) or associate
(national JRRs with under 80% national data or no validation processes,
